): R.B.C. 6,000,000; Hb. 80%; C.I. 0'67; W.B.C. 8,640. Differential: Polys. 32 '5%; eosinos. 1%; small lymphos. 35-5%; large lymphos. 24 * 5%; large hyal. 6 * 5%. Urine (16.2.32) : Acid, no albumin, cells or casts. Fehling negative. These cases are shown together by way of contrast, and appear to be of quite different type. The first shows splenomegaly, marked anaemia, redundant folds of loose skin around the neck (? a congenital malformation), and what was, at birth, generalized cedema. It is suggested that this is possibly a non-fatal case of hydrops fcetalis universalis, although there is (at five months of age) an absence of erythroblastosis. The cases of hydrops in which erythroblastosis has been described as characteristic, however, were all examined within the first few days of life, and it will be seen that here a severe anemia persists.
The second case, on the other hand, shows simply cedema limited to the feet in an otherwise normal infant.
Dr. PARKES WEBER thought that the absence of erythroblastosis in blood-counts prevented one from regarding either of the-two cases as a " forme fruste " of congenital universal hydrops. In both cases it remained to be seen whether the remaining cedema in the lower limbs would turn out to be of the Milroy-Nonne type. This infant was thirty-six weeks old at death and the stomach is shown to demonstrate the marked hypertrophy of the pylorus which is still present. The portion of muscle at the duodenal junction was almost cartilaginous in consistence and the junction is sharply demarcated. M. R., female, aged 7 months, was admitted to Paddington Green Children's Hospital 27.6.30. The mother had noted a gradually increasing enlargement of the abdomen over the previous five months. Birth had been natural, and birthweight was 8W lb. No special symptoms had been noted and the body functions were normal. Weight on admission was 16k lb.
Specimen: A Teratoid Tumour Successfully
The infant was a happy, healthy-looking infant, taking her food well and showing no abnormal features except for occasional spasms of colic and the presence of a large mass in the right loin, irregular in form and consistence. The patient was transferred to the Willesden General Hospital, as the Children's Hospital was about to be closed for a short period. The general opinion was that the tumour was renal in origin and was probably a sarcoma.
Operation 18.7.30 (Mr. Mower White).-A long right paramedian incision was made and a large pale tumour presented. The surface was attached in places to the parietal peritoneum; about 4 oz. of turbid fluid escaped from the capsule. The adherent small and large gut were easily separated and the whole mass was removed. A pedicle was ligatured and cut; there was only one large blood-vessel seen. The liver was seen to be normal, but owing to the severity of the operation no time was lost in getting the infant back to the ward. The right kidney and ovary were not definitely seen or felt. After the first twenty-four hours of anxiety convalescence proceeded without incident.
The weight of the tumour was 21 lb.-i.e., 15% of the body weight. Future progress has so far been uneventful and when seen recently the child was up to the normal average in weight and development.
